Despite evidence showing the importance of social determinants of Indigenous health and Indigenous rights for health and equity, they are not always recognised within policy. This scoping review identified research on public policy and Indigenous health through a systematic search. Key themes identified included the impact of ongoing colonisation; the central role of government in realising rights; and the difficulties associated with the provision of mainstream services for Indigenous Peoples, including tokenism towards Indigenous issues and the legacy of past policies of assimilation. Our approach to problem representation was guided by Bacchi (2009) . Findings from the review show social determinants of Indigenous health and Indigenous rights may be acknowledged in policy rhetoric, but they are not always a priority for action within policy implementation.
Similarly, Durie (1985) described a Maori definition of health founded upon spiritual, psychic, and family dimensions, rather than just a physical biomedical approach to health. He emphasised the importance of cultural factors that affect the health of communities as a whole. In addition, Canadian research on health as defined by First Nations people showed that health transcends an individual perspective to include family, community, and the environment (Levesque & Li, 2014; Levesque, Li, & Bohemier, 2013) .
Research has shown there are significant deficits in conceptualisation and implementation of social determinants of health in policy. Carter, Hooker, and Davey (2009) analysed the way that social determinants were acknowledged, audited, recommended, or linked with aims in cancer policy. In their view, where social determinants were acknowledged, the naming of social determinants appeared to be ritualistic, "an incantation to be said before the policy or plan got on with the real business of reducing risk" (p. 1451). They explained that inclusion of social determinants in a policy's aims did not necessarily lead to recommendations for action. Another study by Phillips et al. (2016) explored social determinants in Australian child and youth health policies. They found that all of the policies analysed acknowledged social determinants to some extent; however, the strategies proposed to address these issues were few and limited in scope. They concluded that the broader determinants of health are either considered outside the scope of the health sector, or not a priority. A third study by Fisher, Baum, MacDougall, Newman, and McDermott (2016) found that, although social determinants were generally acknowledged in Australian health policy documents, "policies generally did not recognise broader policy settings affecting the overall distribution of socioeconomic resources as determinants of health inequities" (p. 553). In addition, key determinants of Indigenous health such as racism, cultural identify, or strong community governance structures were very rarely identified in policies (Carson et al., 2007) . The lack of social determinants in policy is prevalent across colonised countries and Indigenous Peoples globally have experienced health inequity and lower life expectancy than non-Indigenous people. Policy research can advance understanding of more effective ways to address social determinants of health and promote the fair distribution of health in society (Baum & Friel, 2014) . However, research has shown that the implementation of policy does not always result in effective action on health inequities affecting Indigenous Peoples (Comino, Knight, & Webster, 2012; Dwyer, Kelly, Willis, & Mackean, 2011; Osborne, Baum, & Brown, 2013; Ziersch, Gallaher, Baum, & Bentley, 2011) . This may be in part because policy implementation fails to support self-determination (Tynan, 2013) and does not attend to social determinants of Indigenous health (Carson et al., 2007) . In this article, we recognise similar experiences of discrimination and inequality across high-income colonised countries; therefore, we have focused our research on policy and social determinants of health in Australia, New Zealand, Canada, and the United States of America. Collectively, we acknowledge there are Indigenous Peoples within each nation with shared experiences of inequity but with diverse cultural identities.
The United Nations (2007) adopted the United Nations Declaration on the Rights of Indigenous Peoples (UNDRIP) in 2007. This affirmed the dignity and rights of the world's Indigenous Peoples. The Declaration addressed both individual and collective rights including equality and freedom from discrimination, self-determination, and the maintenance and strengthening of Indigenous institutions (Healey, 2014) . Self-determination is the right to freely determine political status and to pursue economic, social, and cultural development (Australian Human Rights Commission, n.d.). The Declaration has been described as important because it opposes discrimination and assimilation policies; however, Davis (2007) acknowledged it is a non-binding human rights instrument, and it was not initially endorsed by the Australian, New Zealand, Canadian, or American governments.
In order to understand what does and does not work to improve Indigenous health, we must examine the extent to which Indigenous knowledge, a vital component, is incorporated into action on social determinants of health. Durie (2005) described Indigenous knowledge as dynamic and based on collective and holistic principles, rather than individual or reductionist ones (Hart, 2010) . Indigenous knowledge is shared and communicated orally and through culture. It is stored in "people's memories and activities and is expressed in stories, songs, folklore, proverbs, dances, myths, cultural values, beliefs, rituals, community laws, local language and taxonomy, agricultural practices, equipment, materials, plant species and animal breeds" (Grenier, 1998, p. 2) . Sherwood (2010) and Hart (2010) both described Indigenous knowledge as relational and communally oriented, as well as founded on notions of respect, responsibility, and reciprocity. Hernandez (2012) explained that Indigenous knowledge is fundamentally different than Western scientific knowledge, and that research has most often taken power and legitimacy away from Indigenous knowledge. However, Indigenous knowledge is important in understanding social determinants of Indigenous health. It is necessary in promoting policy implementation and action aligned with broader definitions of health and well-being.
Focus of Literature Review Bacchi (2009) proposed that policy analysis should explore the ways particular issues are conceived as "problems," how problems are represented in policy, and how we are governed by these problem representations. We began with a literature review to scope and analyse the literature that focuses on policy relevant to Indigenous people globally, the social determinants of health, and Indigenous rights. This review sought to answer the question: In what ways are social determinants of Indigenous health and Indigenous rights recognised in public policy? Then we drew on a Bacchian approach to analyse problem representation in order to identify the ways in which problems have been framed.
Methods

Search Strategy
A scoping review of the literature allows synthesis of research evidence to map existing literature, summarise knowledge gaps, and make recommendations for future research (Peters et al., 2015) . Our search strategy was designed to identify literature addressing themes of Indigenous rights and social determinants of Indigenous health in policy relevant to the last decade. The authors' knowledge and experience with Australian policy informed the search; however, we sought literature from comparable colonised countries: New Zealand, Canada, and the United States. We recognise that Indigenous Peoples in these countries are subject to health inequities similar to those affecting Aboriginal and Torres Strait Islander people in Australia (Jackson Pulver et al., 2010) . Therefore, the search strategy was not limited to literature only in the Australian context. In collaboration with a university librarian, subject categories and key search terms (shown in Table 1 ) were identified and the search was initially run through these databases: Medline, Scopus, Informit, ProQuest, and Australian Policy Online. Sources that were not in English were excluded. Indigenous OR Indigeneit* OR Aborigin* OR "Torres Strait*" OR "First Nation*" OR "First People*" OR Maori OR "American Indian*" OR Inuit* OR Métis
Alerts were created through the databases to identify any new records as they were published. Additional searches were run through the Closing the Gap Clearinghouse website and Australian Indigenous HealthInfoNet to identify Australian records that may have been missed by the larger databases. In order to search for further literature related to New Zealand, Canada, and the United States, we included a targeted search within two relevant international peer-reviewed journals. The peer review of this article led to suggestions for additional sources, which were included in the results. Records were excluded if they focused on program evaluation and outcomes rather than on policy, or if the literature focused on recommendations for policy in the future, rather than research on current policy. This narrowed the results to focus on policy and implementation rather than service evaluation. Grey literature from a variety of sources was included to add critical commentary and insight on policy implementation. All records were imported into NVivo11 qualitative analysis software and coded using thematic analysis. The process and results of the search strategy are shown in Figure 1 .
Thematic Analysis
An initial thematic analysis of the literature was done using NVivo software. A coding framework was developed that allowed for flexibility and development of additional codes to capture new concepts as they emerged. Themes that were specifically sought from the literature included social determinants of Indigenous health, Indigenous rights, and self-determination. Other themes on colonisation, the role of government, and the provision of mainstream services emerged from the data. In addition, records were cross-examined to explore themes that were missing or clustered in only certain types of literature (e.g., peer-reviewed literature, government and non-government reports, policy audits, commentaries, etc.). The analysis enabled identification of gaps in the literature.
We then used Bacchi's "What's the Problem Represented to be" approach to critically analyse results from the thematic analysis and to identify the ways in which problems have been framed (Bacchi, 2009) . Problem representation can be explicit or implicit, and it can be underpinned by assumptions that lead some things being problematized and others not. Therefore, analysis was both an inductive data driven approach to identify themes that emerged from the literature, and deductive where preconceived themes were sought from the literature as recommended by multiple authors (Dixon-Woods, Agarwal, Jones, Young, & Sutton, 2005; Saks & Allsop, 2007 Duplicates removed (n = 141)
Records after duplicates removed (n = 59)
Records excluded by abstract (n = 19) Records after being screened by abstract (n = 40)
Records from search alerts (n = 3) Records identified through peer review (n = 9) Records excluded by full text (n = 18)
Records included for review (n = 34)
Results
A total of 34 records were included in this scoping review (Figure 1 ). Records included an edited book chapter, peer-reviewed journal articles, government and non-government reports, commentaries, conference papers, and a public lecture. The diverse genres provide alternate perspectives on policy and implementation with regard to social determinants and Indigenous populations. Among the records, 19 were primarily focused on an Australian context, 10 Canadian (one of these included a comparison with Norway, and two others compared the Canadian context with other colonised countries), three from New Zealand (one of these included a comparison to social policy in Fiji), and two from the United States. The included sources are provided in Table 2 .
Overview
As expected, themes of social determinants of health, Indigenous rights, and self-determination were discussed throughout the literature. Our results showed that the ways that social determinants of Indigenous health and Indigenous rights are recognised in policy are contested. Much of the literature recognised social determinants of Indigenous health, especially the importance of culture. However, even when social determinants and rights are written into policy, this does not always result in action in these areas (Australian Institute of Health and Welfare, 2016; Cooper, 2011; Klein, 2015; Robertson, Conigrave, Ivers, Usher, & Clough, 2012; D. Smith, 2007) .
In addition, the ongoing impact of colonisation emerged as a central theme. The literature highlighted a contrast between a colonising deficit-based approach to policy and one that stresses the value and strength of Indigenous cultures and individual or community capabilities (Carter et al., 2009; Klein, 2015; Sullivan, 2011) . Even though cultural inheritance and maintenance may be acknowledged in policy as important for individuals (Australian Institute of Health and Welfare, 2016), Cooper (2011) argued that Indigenous expression of culture through language and use of traditional lands "are not generally considered indicators of 'progress' by governments" (p. 14). He went on to suggest that culture in this sense has been seen as a problem, rather than part of the solution, and therefore has been excluded from policy.
Other themes that emerged from the data analysis focused on the role of the government and on the provision of mainstream services for Indigenous Peoples. Within both themes, the literature reviewed emphasised a need for commitment across governments and communities to working together (Bishop, Vicary, Browne, & Guard, 2009; Cooper, 2011; Kelaher et al., 2015; Meo-Sewabu & Walsh-Tapiata, 2012 ; Victorian Council of Social Service, 2016). However, there was also a consistent view that the depth or quality of collaboration, consultation, engagement, involvement, partnership, or participation reported was variable. Browne et al. (2017) highlighted that policy actors in their study advocated for "genuine" or "meaningful" partnerships, suggesting that previous partnerships had not reflected these characteristics. Multiple authors viewed colonisation as a determinant of the health of Indigenous Peoples with multiple adverse impacts (Brown, 2009; Klein, 2015; Lavoie, 2014; Lavoie & Dwyer, 2016; Munshi, Kurian, Morrison, & Morrison, 2016; Wilmot, 2018) . Unal (2018) explained that colonisers to the United States of America drew on doctrines of discovery and conquest to dispossess Indigenous Peoples from land and to challenge sovereign rights. Cooper (2011) argued that colonial policies that dislocate Indigenous Peoples from their homelands, prevent Indigenous self-determination, undermine economic and social development, and fragment families are directly linked to the poor health of Indigenous children globally. Following from this, he surmised that Australian policies have assumed control of the lives of Aboriginal people, resulting in "increased feelings of frustration, disempowerment, stress and anxiety and the associated incidence of chronic illness" (p. 11).
In addition, Black and McBean (2016) described colonisation as destructive, with far reaching consequences for Aboriginal Peoples in Canada. Peer-reviewed literature from both Australia (Bishop et al., 2009; Brown, 2009; Browne et al., 2017; Lindstedt, Moeller-Saxone, Black, Herrman, & Szwarc, 2017; Robertson et al., 2012; Stanley, 2008) and Canada (Cooke & McWhirter, 2011; Mitchell & Macleod, 2014; Shewell, 2016) described the damage caused by past policies of segregation, marginalisation, and assimilation. One particularly damaging characteristic of colonisation described was the forced removal of Indigenous children from families in Australia, the United States, and Canada (Black & McBean, 2016; Brown, 2009; Hill, 2008; Lavoie, 2014; Mitchell & Macleod, 2014; Shewell, 2016; Unal, 2018) . Bishop et al. (2009) argued that Aboriginal children are still removed from families in Australia, but in a more sophisticated manner through the welfare system, noting that while current policies are written to focus on "child welfare" rather than forced removal, Aboriginal children are "still removed at a rate over six times more than non-Aboriginal children" (p. 113). Lindstedt et al. (2017) stated that in 2015 Aboriginal and Torres Strait Islander children were living in out of home care at a rate of 52.5 per 1000 children, compared to 8.1 per 1000 children for the total population, indicating the rate of removal was 9 times more likely for Indigenous children.
The grey literature from the non-government sector also recognised ongoing impacts of colonisation. Klein (2015) described Australian policies as paternalistic, directive, and deficit based. D. Smith (2007) argued coercion is a policy instrument to enable government control over Aboriginal people, and this has disempowered Indigenous Peoples since colonisation. She argued that "the history of Indigenous Affairs in Australia shows that coercion rarely leads to sustained positive outcomes. On the contrary, often it has led to unintended consequences that have exacerbated problems and created profound misery on the ground" (p. 7). An example of "failed policy" (Russell, 2010) attributed to ongoing colonisation was the Australian government's Northern Territory Emergency Response (Anderson, 2007; Cooper, 2011; Cox, 2011; Lawrence, 2013; D. Smith, 2007) , about which Brown (2009) stated that "developments in the Northern Territory demonstrate that governments are still willing to exercise strict and punitive controls over Aboriginal individuals and communities" (p. 1563). Black and McBean (2016) argued that decolonisation in policy would reflect a more holistic approach to addressing the health concerns of Indigenous communities. There were five sources that drew attention to decolonisation in policy through the Treaty of Waitangi in New Zealand; this included the three sources that focused on policy in New Zealand and two other comparative studies (Dwyer, Boulton, Lavoie, Tenbensel, & Cumming, 2014; Lavoie, Boulton, & Gervais, 2012; Meo-Sewabu & WalshTapiata, 2012; Munshi et al., 2016; Ronald & Koea, 2013) . Lavoie (2014) explained that New Zealand was the final British colony to be settled and this government was committed to avoiding the complex and violent experiences of other colonies, and Maori people were able to exert their sovereign rights (Ronald & Koea, 2013) . As a result, integration was prioritised over marginalisation or containment, and this led to the Treaty of Waitangi. This treaty helps incorporate Maori values and ideology into social and health policies. The Maori concept of whanau ora (family health) has become a priority for health services promoting a focus on well-being more aligned with an Indigenous definition of health (Dwyer et al., 2014) . The Treaty of Waitangi provides an example of policy that does not represent Indigenous Peoples as a policy problem. While the policy implications of the Treaty remain contested (Ronald & Koea, 2013) , it has been shown to provide a framework for collaboration (Carter et al., 2009 ) because consultation with Maori on policy matters is required by law (Munshi et al., 2016) . Ronald and Koea (2013) explained, "any discussion concerning the health of Maori in modern society must consider the historical, cultural and social context in which Maori have arrived in the 21 st century" (p. 173). Maori people have fought for their right to self-determination since the Treaty was first signed in 1840. MeoSewabu and Walsh-Tapiata (2012) highlighted that there are lessons to be learned from Maori advocates who have "determinedly reclaimed and revitalised many aspects of their culture in order to preserve and transfer these to future generations" (p. 306). They argued that cultural preservation is essential, and policy must incorporate a commitment to human rights and an Indigenous concept of health and well-being. Unal (2018) described treaties with Indigenous people in the United States as a cornerstone of policy, but further explained that they have been limited in reach and time. These treaties do not carry the same weight as the New Zealand Treaty of Waitangi because implementation is discretionary and shaped by funding rather than community need.
The Canadian policy context is built upon treaty obligations; whereby the government has an obligation to assume responsibility for the health of First Nations people (Lavoie & Dwyer, 2016) . In addition, Canadian constitutional recognition acknowledges the rights of First Nations, Inuit, and Métis to selfgovernment. Wilmot (2018) explained that this provides a foundation for decolonisation with the potential to improve cultural sensitivity with the health care system and include more holistic and collective approaches to health and well-being. Kelly (2011) , Lavoie and Dwyer (2016) , and Wilmot (2018) all recognised that there has been a shift in Canadian policy from assimilation towards advocacy and self-governance, especially in the Province of British Columbia. However, Wilmot (2018) argued that the legacy of colonialism remains a barrier to implementing decolonising policy because First Nations people continue to be perceived as "inferior and exotic" and "health care for First Nations people has been seen as a separate, marginal matter" (p. 13).
Theme 2: Role of Government
In addition to criticism of colonial policies and their enduring effects, there was also criticism of contemporary policy implementation and the role of government, which added to our understanding of how problem representations have come about. Unal (2018) explained Indigenous health policy has a "long, complicated and often turbulent history… resulting in complicated interactions between federal, state, tribal, and other programs with various funding sources and systems of governance" (p. 267). Kelly (2011) attributed jurisdictional gaps and longstanding debate between levels of government to the uncoordinated and fragmented health system. Cooper (2011) argued that policy created in "silos" leads to poorly coordinated objectives and outcomes across government departments. Cox (2011) suggested that Australian policies have been ineffective and not often evaluated. Kelaher et al. (2015) maintained that policy evaluations have concentrated on the achievement of defined outcomes at the expense of process. More specifically, Sullivan (2011) described national Australian policies such as the National Indigenous Reform Agreement as bound by "political shackles" (p. 19). He argued that the structure of these agreements, which tie federal and state governments to each other, has resulted in "solutions" that cannot respond to local problems. Fisher, Battams, McDermott, Baum, and MacDougall (2018) highlighted an exception to this in Australia in the National Aboriginal and Torres Strait Islander Health Plan. In this policy, community control and partnership between Indigenous leaders and the government was seen as a priority, which contrasted Indigenous leaders' assessment of past policy processes (including the National Indigenous Reform Agreement) in which attempts to form partnerships were inadequate. Fisher et al. (2018) argued that this leadership and advocacy was cruicial in the successul intergration of social determinants of Indigneous health into national health policy. D. Smith (2007) noted that government has a role in creating broader complex policy processes that are reflected in the unnecessary multiplication of programs and onerous funding processes. She argued that governments have not recognised the "extent to which government funding arrangements have exacerbated community and organisational dysfunction and poor governance" (p. 11). Hudson (2009) suggested that these funding complexities make accountability impossible and that "fewer than half of the Aboriginal health services file annual reports or complete their financial reporting requirements" (p. 1). In addition, accountability was described in the literature as primarily one-way where recipients of funding are accountable for the spending and outcomes. However, Dwyer et al. (2014) argued that tensions concerning accountability have deep roots in perspectives that problematize Indigenous Peoples. They advocated for an alternative understanding of accountability where identity is negotiated, and obligations and commitments are reciprocal. Wilmot (2018) agreed that reciprocal accountability would support collaboration and a transformation agenda away from colonising policy. Other literature highlighted a call for long-term funding (Anderson, 2007; Australian Institute of Health and Welfare, 2016; Cooper, 2011; Dwyer et al., 2014; Kelly, 2011; Lavoie & Dwyer, 2016 ) that would incorporate sustained and consistent effort across government (Victorian Council of Social Service, 2016) and reflect a stronger commitment to action on social determinants of health, which in turn would address issues of health inequity.
Theme 3: Mainstream Services
The literature described an expectation from the Australian, New Zealand, and Canadian governments that mainstream health services respond to the needs of Indigenous Peoples (Brown, 2009; Browne et al., 2017; Ronald & Koea, 2013; Victorian Council of Social Service, 2016) and the assumption that if this occurred Indigenous Peoples would then be more likely to use these services (Cooke & McWhirter, 2011; Cooper, 2011; Klein, 2015; Sullivan, 2011) . Many discussions from "mainstream services" continue to contest both of these ideas and represent Indigenous people as a policy problem. Even when mainstream services adopt targeted strategies to meet needs of the Indigenous community, it can reflect a cheap, underfunded version of welfare that does not meet expectations of the community or the organisations (Lavoie, 2014) . In an example from New Zealand, Maori people had concerns that mainstream services offered superficial appeasement, or at worst appropriation, of traditional customs, protocol, and culture (Ronald & Koea, 2013) . Lavoie (2014) and Unal (2018) described mainstream services as a Western model of health care that excludes traditional health practices. Wilmot (2018) recognised the provision of services in Canada within a mainstream system as having the potential for greater Indigenous participation and closer coordination with community; however, the impact on health and well-being is difficult to quantify. The literature showed that, in the provision of mainstream services, the government decides what the most effective health care is without considering Indigenous knowledge, beliefs, traditions, or customs. This "undermines self-determination, self-government, and the sovereignty of [Indigenous] people" (Unal, 2018, p. 266) . In addition, expectations that Indigenous health and well-being is best achieved by integrating people into mainstream services (Klein, 2015) is criticised by Sullivan (2011) as "normalisation." On one hand, normalisation can reflect a commitment to equality whereby all people have equal access to services. On the other hand, however, the process of normalisation undermines diversity and cultural practices and does not take account of how accessible services are to different groups. Sullivan (2011) and Lavoie (2014) both connected this process of normalisation to assimilation. Sullivan (2011) argued that current Australian policies reflect this type of normalisation. Cooper (2011) argued that requiring Aboriginal Peoples to access mainstream services subjects them "to increased levels of government control, surveillance and intervention in the name of addressing disadvantage and community dysfunction" (p. 19). In addition, Dwyer et al. (2014) explained that mainstream service providers are bound by complex funding and report requirements that are subject to increased monitoring by funding bodies. This is another example of how Indigenous Peoples are represented as a problem. D. Smith (2007) suggested that while people may have to access mainstream services, "Indigenous people will never leave their culture to one side; they will not be assimilated" (p. 12). Despite access to mainstream services, Indigenous health and disadvantage has shown little improvement in Australia. Cooper (2011) concluded that the model needs reassessment because there is a silence in policy about alternatives, such as community-controlled health services. Action on social determinants, including cultural determinants, were identified as essential components to improve health in this review (Australian Institute of Health and Welfare, 2016; Black & McBean, 2016; Cooper, 2011; Klein, 2015; Lindstedt et al., 2017; Robertson et al., 2012; D. Smith, 2007; Sullivan, 2011) . Ronald and Koea (2013) described a Maori definition of health that is connected to relationships with one another, community, and the land, which, in their view, is consistent with global Indigenous orientation towards holistic views of health and well-being. Both the article by Browne et al. (2017) and the report by the Victorian Council of Social Service (2016) recognised a holistic view of health and the importance of the social determinants of Indigenous health. However, Browne et al. (2017) highlighted that even though an Aboriginal definition of health may be quoted in policy documents, it does not always lead to holistic approaches to health in policy implementation. Unal (2018) explained that United States federal government acts may have laid a foundation for wideranging community-based health approaches, including social determinants of Indigenous health and self-determination, but implementation is lacking, and there has been no assurance of action on social determinants of Indigenous health. A specific example of policy that has recognised social determinants of Indigenous health is the Australian National Aboriginal and Torres Strait Islander Health Plan. Fisher et al. (2018) described the way that policy actors responded to a window of opportunity to challenge conventional problem definitions and to place social determinants of Indigenous health at the centre of health policy for the first time. Their analysis showed that despite a commitment to partnership and collaboration, this policy was unclear in implementation and was not fully funded. These findings suggest that the representation of Indigenous Peoples as the policy problem overshadows evidence supporting action on social determinants of Indigenous health. When Indigenous knowledge and understanding of health are identified in policy but not acted on, the position of "other" is maintained as interesting but not worthy of action. Wilmot (2018) argued that the devaluing of Indigenous knowledge in the health care system has had a negative impact on health and well-being.
Theme 5: Indigenous Rights and Self-Determination There was consensus in the reviewed documents that UNDRIP should call on governments to account for the support of Indigenous rights in policy and practice. Black and McBean (2016) argued that the recognition of Indigenous rights and commitment to self-determination are essential for the health of Aboriginal Peoples. However, existing policies on Indigenous rights appear to be at best incompatible with the Declaration and at worst a violation of rights (Australian Institute of Health and Welfare, 2016; Cooper, 2011; Klein, 2015; Meo-Sewabu & Walsh-Tapiata, 2012; Mitchell & Macleod, 2014; Shewell, 2016) . Cooper (2011) argued that the Australian government's actions within current policy breech many articles of the Declaration, such as those that refer to control and "Indigenous rights to selfdetermination, participation in policy development and implementation, and the ability to practise and maintain their unique cultures" (p. 2). Shewell (2016) suggested the initial resistance by Australia, New Zealand, Canada, and the United States governments to adopt the Declaration reveals "an inherent, ideological aversion to collective rights" (p. 188). Brown (2009) described self-determination as implemented in Australia as a "failed experiment" (p. 1562). She argued in general terms, without referring to the content of specific policies, that the move to embrace self-determination in Australian policy was conceived without infrastructure or resources to ensure sustainability. As a result, policy makers have continued to view Aboriginal and Torres Strait Islander people from a deficit perspective and represent them as policy problems. The outcome of these processes is often policies that contain hollow promises of Indigenous equality and that lack Indigenous political representation. D. Smith (2007) argued that successive Australian governments have fundamentally failed to invest in Indigenous self-governance despite cases in which Indigenous communities successfully "establish[ed] good governance" and thereby "secur[ed] important social, cultural and economic outcomes" (p. 9) using a strengths-based approach. The limited implementation and lack of funding for the National Aboriginal and Torres Strait Islander Health Plan, which included culture at the centre of health policy, is further evidence of the lack of action on policy that promotes social determinants of Indigenous health (Fisher et al., 2018) . Lavoie and Dwyer (2016) highlighted that, without a treaty with Indigenous Peoples in Australia, self-determination is not a priority for the Australian government and constitutional reform may be required to fully address issues of governance and health equity.
On balance, the literature suggested that self-determination was lacking in policy. However, there were many examples of policy discussed in the literature that involved forms of engagement between policy makers and Indigenous Peoples. These were described in terms of consultation, collaboration, community engagement, partnership, or participation (Australian Institute of Health and Welfare, 2016; Bishop et al., 2009; Kelaher et al., 2015; Kelly, 2011; Meo-Sewabu & Walsh-Tapiata, 2012; Robertson et al., 2012; Ronald & Koea, 2013; Sullivan, 2011; Victorian Council of Social Service, 2016) . Some considered Indigenous "voice" in policy as essential for improving health equity, especially given the history of marginalisation (Kelaher et al., 2015; Victorian Council of Social Service, 2016) . However, we found in this review that the depth, quality, and purpose of Indigenous engagement in policy are contested and not the same as a commitment to self-determination. Black and McBean (2016) described consultation as a primarily "Western approach to Indigenous involvement" (p. 14) that actually disempowers Aboriginal people, resulting in negative outcomes for health and the environment. For example, Anderson (2007) described past Australian policy as "paternalistic," and it did not demonstrate a true commitment to working collaboratively. Similarly, Lavoie (2014) argued that few health services in Canada include Aboriginal input in decision making, service planning, or design. Strategies described in the literature used to engage with Indigenous Peoples and communities are varied and can be tokenistic (Kelaher et al., 2015) . Consultation is a concept that appears to be understood differently by different parties (Australian Institute of Health and Welfare, 2016) . Mitchell and Macleod (2014) argued that there is a rhetoric of consultation but a lack of subsequent action. An example from Klein (2015) suggested that consultation has been "more to convince local people of the merit of preconceived policies and principles than to inform the policies themselves, and allow deliberation and community participation" (p. 7). Fisher et al. (2018) also found that, even when policy is driven by consultation and a strength-based approach, action on social determinants of Indigenous health is often left unimplemented or unfunded. Another approach to policy described in the literature, which would alter the representation of Indigenous Peoples and cultures to a strengths-based view, is the embedding of Indigenous knowledge into policy and action. This is described by Black and McBean (2016) as an important foundation for decolonisation and improving health. They proposed that the inclusion of Indigenous knowledge in policy ensures "the recognition of inherent rights, the ability of Indigenous communities to participate fully and meaningfully in decisions that affect their people, and the transition to self-determination" (p. 7). They advocated for a bottom-up approach to policy; whereby, Indigenous knowledge is respected and sought out by policy makers, which would shift the problem representation away from Indigenous Peoples. Wilmot (2018) described the integration of knowledges as an overlapping of boundaries where two cultural worlds interface, are mutually identifiable and reinforced, but also interact. Respecting Indigenous knowledge in this way supports local Indigenous participation in policy making, and implementation can move beyond tokenistic consultation (Kelaher et al., 2015; Klein, 2015; Mitchell & Macleod, 2014) and paternalistic approaches to policy design and action .
Discussion
The literature in this review showed barriers and limitations to recognising social determinants of Indigenous health and Indigenous rights in policy. The Treaty of Waitangi in New Zealand provided evidence of the way that Maori people have withstood the forces of colonisation and had this recognised in policy. The National Aboriginal and Torres Strait Islander Health Plan in Australia reframed policy problems and deficits and positioned culture at the centre of the policy. However, policy implementation has been inconsistent or tokenistic. The failure of policy action on social determinants of Indigenous health is not a result of a lack of advocacy and resistance to colonisation; rather, it highlights the lack of Indigenous rights and sovereignty in policy, which would support social determinants of Indigenous health. The themes identified in the results of this review all contribute to answering the following questions:
• How are Indigenous Peoples, health, and rights represented as policy problems?
• How have such problem representations come about?
• What are the effects produced by such problem representation in limiting policy goals and strategies, or silencing other alternatives?
The way that problems are framed and represented within policy determines the way that some problem solutions are actioned, and other possibilities are ignored or avoided (Bacchi, 2009) . Policies that are paternalistic, directive, and deficit based (Klein, 2015) reflect a position of privilege and power held by policy makers or governments over their constituents. The policy focus on mainstream services for Indigenous people (Brown, 2009; Browne et al., 2017; Cooke & McWhirter, 2011; Cooper, 2011; Ronald & Koea, 2013; Unal, 2018) represents the problem as a failure of Indigenous Peoples to fit in with dominant, White social norms and institutions. With a solution that focuses on normalisation (Sullivan, 2011) , Indigenous Peoples themselves are represented as the problem. For example, Pholi, Black, and Richards (2009) suggested that the Australian government's Closing the Gap strategy addressing health inequity reduces Aboriginal and Torres Strait Islander people to a set of indicators of deficits monitored by government-set targets where evidence may not be reliable or valid. They explained that the targets measure what is "wrong," what is "known," and how to "fix" Aboriginal and Torres Strait Islander people. This deficit discourse in policy was strongly criticised by Klein (2015) and Sullivan (2011) who explain that Indigenous Peoples and communities are represented as "other." This worldview that sees Indigenous Peoples and cultures as "other" is reflected in health care (Goodman et al., 2017) and in policy (Schofield & Gilroy, 2015) . The exclusion of traditional healers from policy in the United States demonstrates the power of a Western worldview of health in positioning Indigenous knowledge outside of health. Unal (2018) explained that the lack of integration of traditional healers into health policy and service provision resulted in fear and distrust of government run services. The systemic racism leading to Indigenous Peoples being represented as "other" is also deeply engrained in society in colonial countries like Australia (Baum, 2015) and Canada (Elliott & De Leeuw, 2009 ).
From our Bacchian analysis, we conclude that both historical colonial policies and ongoing policy failings predominantly represent Indigenous Peoples as policy problems that require government intervention to solve. This deficit approach is likely to reduce effectiveness of policy because it silences potential policy actions focused on building resilience and strength within Indigenous cultures (Chandler & Lalonde, 1998; Victorian Health Promotion Foundation, 2011) , which are essential social determinants of Indigenous health. When considering the history of colonisation and the impact on Indigenous Peoples, it becomes clear that this representation of Indigenous Peoples as the problem has been a dominant theme in past policies (Brown, 2009) , along with the struggle for self-determination (Kelaher et al., 2015; Klein, 2015; Meo-Sewabu & Walsh-Tapiata, 2012; Mitchell & Macleod, 2014; Sullivan, 2011) . Colonial policies of segregation, marginalisation, and assimilation have had lasting effects on Indigenous Peoples and the policy environment (Bishop et al., 2009; Brown, 2009; Browne et al., 2017; Cooke & McWhirter, 2011; Kelly, 2011; Mitchell & Macleod, 2014; Robertson et al., 2012; Shewell, 2016; Stanley, 2008; Unal, 2018; Wilmot, 2018) . This colonial foundation supports the siloed structure of governments (Cooper, 2011; Sullivan, 2011) and ineffective policy (Cox, 2011) . Historically, the dominance of a Western-centric approach has restricted sharing and influence of Indigenous knowledge outside of Indigenous communities, elevating colonial powers to a superior position (Goodman et al., 2017; Schofield & Gilroy, 2015; L. T. Smith, 2012; Wilmot, 2018) . This power and ongoing nature of colonisation means the representation of Indigenous people as "other" or as a problem that needs to be fixed continues into current policy without consideration of the strength and importance of Indigenous knowledge. Sherwood (2010) argued that denying Indigenous knowledge further exacerbates the pain and injury caused by colonisation. Even though the literature revealed that collaboration and consultation with Indigenous Peoples is commonly mentioned in policy, the quality of this engagement is inconsistent and a does not constitute self-determination (Black & McBean, 2016; Klein, 2015; Lavoie, 2014) . The process of participation in policy was described as primarily "Western" and as continuing to isolate or marginalise Indigenous Peoples. The examples of top-down policy, where governments hold power over Indigenous Peoples, can result in implementation that does not respond to the needs or strengths of Indigenous Peoples themselves. Government control over the lives of Indigenous Peoples (Cooper, 2011) and use of coercion as a policy instrument (D. Smith, 2007) have a negative impact on health and well-being.
On the question of alternative perspectives missing from policy and policy silences, the inconsistent value placed on an Indigenous view of health and the lack of self-determination suggests that Indigenous rights are missing from policy. Incorporation of rights would provide a normative basis for more effective policy approaches to address Indigenous health inequities within the countries covered by this review. The United Nations Declaration on the Rights of Indigenous Peoples (2007) could have been a catalyst for empowerment and recognition; however, Australia, New Zealand, Canada, and the United States all initially voted against it. Their opposition was in response to the term "self-determination" (Talbot & Verrinder, 2014) , as well as resistance to the recognition of rights as part of current policy. The Australian Human Rights Commission (n.d.) stated that the loss of Indigenous rights is at the heart of Indigenous disadvantage and that "without self-determination it is not possible for Indigenous Australians to fully overcome the legacy of colonisation and dispossession" (Self Determination and Australia's First Peoples section, para. 5). Mitchell and Macleod (2014) maintain that policies have often been developed and implemented in ways that are contradictory to the worldview of Aboriginal Peoples. In response to policies that are silent on Indigenous knowledge, Meo-Sewabu and Walsh-Tapiata (2012) in New Zealand called on Indigenous Peoples to look for solutions from "within" that reflect social determinants of Indigenous health. They advocated for policy with meanings, words, and ways of knowing that reflect Indigenous knowledge. In addition, Wilmot (2018) promoted policy at the boundaries of knowledge where different understandings of health can be used to reform health service delivery.
Inevitably, this review of the literature may not have captured all of the relevant literature. The additional sources included through targeted searches in international policy journals, together with sources suggested through peer review, support the comprehensive critique of the literature and problem representation in policy. Conclusion
This scoping review of research literature, public policy, and Indigenous health has explored the ways that social determinants of Indigenous health and Indigenous rights are recognised and not recognised in policy. Our analysis showed that policies represent colonial approaches to power and that, while selfdetermination may be included in policy rhetoric, implementation of this principle is inconsistent or non-existent. The themes that emerged from the literature highlighted that colonisation in policy is ongoing. The structure of mainstream service provision in health and encouragement of Indigenous Peoples to use mainstream services was described as problematic for the health of Indigenous Peoples and restrictive of self-determination. The literature supported the important role of government in policy implementation but called for a stronger commitment to Indigenous rights. Collaboration across sectors was shown as an essential component in policy implementation; however, policy actors face challenges working together. The inclusion of social determinants of health in policy has been researched by Carter et al. (2009 , and Phillips et al. (2016) , but a specific analysis on social determinants of Indigenous health would add depth to this field of policy analysis. In addition, research on the realisation of Indigenous of rights in policy implementation would explore the ways in which rights have been written into policy but action has been limited (Cooper, 2011; Shewell, 2016; D. Smith, 2007) . The challenge remains for policy makers to support and encourage self-determination and decolonisation through recognition in policy, but also to ensure these commitments are translated into implementation.
